MISSOURI DIVISION OF HEALT!4 — STANDARD CERTIFICATE OF DEATH

DEPAATMENT OF PUBLIC HMEALTH AND WELFAR

DO NOT WRIT,
ON THIS STU

AMENDED

Vs 300
Rev. 4/59

1

25’3/02

USE BLACK INK
TYPEWRITER RIBBON

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

DATE AMENDED

R—— . -
@63-041718
HEALTH 10655 STATE FILE NUMBER
Registration District No. ._________™ 1.8_annry Registration District No. 'l_nm Registrar’s NoP= 2T 0F .
!l. IPII.;ACE%DEATH ; Ig Ea 2. USUAL RESIDENCE (Wherg deceased lived. 1f instirution; Residence before

a. COUNTY ~ a. STATE New IOI"R COUNTY admission)

b. CITY (If outside corporate limits, give TCWWNSHIP only) Length of stay in 1b c. CITY Irnsidu Limits

R OR
TOWN St.LOU.lB TOWN New YOI‘k Yes [ No [OJ

c. :-I%;-P’IQTAATEOEF (If NOT in hospital, give location) Inside Limits d :sgf!EELS {If cutside, give location) Reside on Farm

WSHTUION  Jewish Hospital ade s 245 W.7%th St. YeQ MO

INSTEAD OF

SHOULD READ

ITEM NO.

DOCUMENT

BY AFFIDAVIT OF

3. NAME OF DECEASED First Middle 4. DATE Month Day Year
{Type or print} . OF
DOROTHY EEHMAN cea  OCTOBER 25th,19
5. SEX 4. COLOR OR RACE 7. Married [J Never Married 88 |8. DATE OF BIRTH Z’ AGE (last birthdoy) | IF_ UNDER T YEAR IF GNDER 24 HR
»

Widowed [J Divorced [ Months | Days Hours Min.
Female White 3,
10a. USUAL OCCUPATION (Give kind of work dons | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE [City and atate or country) | 12. CITIZEN OF WHAT COUNTRY

during mgy of working life, even if ratired)
nikrown London
132, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

Joseph Lehman Leah Dannber None
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address

[Yes, no, or unkrpwn}f {If yes, give w rd f
€8, no, of I ¥ ﬁln urn ates o a_rvin Dewar ?145 WQStmorelnad Pl.

DEATH [Enter only ane cauvse p&r Time Tor {5, - INTERVAL BETWEEN

o ena
PART I. REATH WAS CAUSED BY: - : ONSET AlND DEATH
..é C&@m/ R > & L
o IMMEDIATE CAUSE (o) e Al siet St it ) | et lp p .

Id 7
. / ﬂ e Ei' “7‘0 # z'“':\ v
&nndmom, if any, DUE TO (b} WMMQ\ y
\wh-:h gavea rise to L v
above cause (a). A s _ - R }
stating the under-

lying cause last. DUE TO (c)

PART 1), OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relaled to the tferminal PART 111. I1f  doceased wor femole was
diseaye condition givan in PART I {a) ?( : 0’0 there a pregnapcy in last 90 days.

[D Yes | XND I ] Unknown
o WAS AUTOPSY [70& ACCIDENT  SUICIDE HOMD|C|DE 20b, DESCRIBE HOW INJURY QCCURRED. (Enler nature of injury in PART | or PART 11 of item 1B.}
a O

PERFORMED
YES O NO

Z0c, TIME OF _Houl  Month, Day, Year |

INJURY a.m.
p.m.

20d. INJURY QCCURRED 20e. PLACE OF INJURY [a.g., in or sbout home, | 204, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [ farm, factory, strees, office bldg., etc.)

NOT WHILE AT WORK [
21, | sttended the deceased from Ccf- 2—’— “3 te. g)&f_ ;" (?6 Zd last nwmve on &f J“J /7 r—?

Death occurred at . / 4 7-312“ on the date stated above and to the best of my knowledge, from the causes stated.

22a, $1G ee ar II1|E 22b. ADDRESS 7/ 6 3 @W 2?¢. DAT-E-SK;NED
iy P / W | Sell i 50 Al 20250563

230. BURIAL, CREMATION, | 23b. DATE '23: NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or :nunry) (Stata)

Removal " | 10/26/63 Riverside Cemetery Roseshell Park N.I.
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD BY LOCAL REG. 26, RE%RS SIGNATU
HERMAN RINDSKOPF INC.5216 DELmMaR | OCT 28 1963 aa/ M /7 2.

{Liconsed Embalmer's Statement on Reverse Side)

MEDICAL CERTIFICATION




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

working under my personal supervision.

Student

Signature of Studant Embalmer y .

Licensed Embalmer N

P.O. Address____ (<74, /ld

Note: The above MUST BE SIGNED BY THE LICENSED, EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license):
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
_If this qu‘y'_is not e_rll'lbalmed, fact _s:_hpuld be so stated sbove. | -

Iy . - .t -




